Sir: We recently published an algorithm based on combinations of synovial fluid (SF) cell number thresholds and types which should considerably extend the diagnostic use of SF cytology in non-septic/crystal arthritis.' Key branch points depend on accurate values for total and differential nucleated leucocyte counts (white cell count (WCC)), ragocytes, and Reiter's cells (cytophagocytic mononuclear cells (CPMs))2; and the recognition of specific cell types for example, LE cells, tart cells. The receipt and analysis of clinical SF specimens is often delayed (60% of SFs in our laboratory are processed the same day as taken, 22% after overnight fridge storage, others arriving one or more days late). Schumacher's group reported large falls in WCC in SF kept at room temperature for a few hours, though other cytological changes were not described. 3 We investigated the effects of fridge (4°C) storage over one to three days on these key cytological indices, and the accuracy of algorithm derived diagnoses in 51 knee aspirates chosen randomly from routine diagnostic specimens, satisfying the following: (a) receipt within four hours of arthrocentesis ('fresh'); (b) possessing sufficient cells (>022xl09/1) and volume (>1-5 ml), lacking bloodstaining or clots. There were 48 'inflammatory' (25 rheumatoid, seven spondyloarthritic, eight Reiter's/reactive, and eight miscellaneous, including crystal and septic) and three osteoarthritic SFs.
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Fluids were examined 'fresh' and then refrigerated without dilution in the original 2 ml Li-heparin bottle. Aliquots 
Antineutrophil cytoplasmic antibodies in polychondritis
Sir: Two major types of antineutrophil cytoplasmic antibodies (ANCA) have been recognised by indirect immunofluorescence. C-ANCA are defined by a diffuse granular neutrophilic staining pattern and recognise a 29 kilodalton serine protease (proteinase 3); these antibodies seem to be markers for Wegener's granulomatosis.' P-ANCA are defined by a perinuclear neutrophilic pattern and mainly recognise myeloperoxidase. Antinuclear antibodies must be recognised because they can be confused with P-ANCA. P-ANCA are seen in serum of patients with various vasculitides or in rapidly progressive glomerulonephritis. ' Relapsing polychondritis seemed an interesting disease to investigate for the presence of ANCA as it is sometimes associated with vasculitis, glomerulonephritis, and several connective tissue diseases. Moreover, besides crescentic glomerulonephritis, many clinical features can be shared by both relapsing polychondritis and Wegener's granulomatosis for example, acquired saddle nose deformity, laryngotracheal disease, episcleritis, and even auricular chondritis. Specks et al reported P-ANCA positivity in eight of 22 patients with relapsing polvchondritis, but there was no mention of testing for the presence of antinuclear antibody.3 Furthermore, we found no study reporting the use of a solid phase assay to define antigen specificity of ANCA in association with relapsing polychondritis.
We investigated 33 patients with relapsing polychondritis 22 
